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Welcome to the Austin/Travis County Community Health Biganized by Austin Public Health with support
from our community partnersThis initiative aims to develop a collaborative and commuftibused effort in
identifying and prioritizing health needs in our communlty service providerfhe Communy Health Plan
(CHPJs comprised ofwo component partsthe Community Health Assessmauttaseand the Community
HealthImprovementPlan (implenentation) phase.

TheAustin/Travis Countpssessmenis acommunity participatoryesearchprocesswhichillustrates our health
status, strengths, and opportunitiesrfthe future. Through thessessmenphase community activitiesand
eventsandthe voices of our communities and public health partners contribute to an engaging and substantive
process. We, as a community, work together to identify strengths, capacithgpportunitiesto better address

the many determinants of health.

Following theassessment phas@artners work together tamplementan Improvement Plario determine

major health priorities, overarching goals, specific objectigas actionablestrategies to imgment in a

coordinated way across Austin/Travis Couftlis plaris intended to serve as a vision for the health of the
community and a framework for organizations to use in leveraging resources, engaging partners, and identifying
their own priorities andstrategies for community health improvement. This initiative is driven by our

community health partners and cannot succeed without your involvement.

Adopted in 2018, The Austin/Travis Cou@ymmunity HealtlPlanis beginning itfourth year of
implementation This is a pivotal time to become active, and we welcome and encourage participation by
organizations and individuals in workgroups to help address the four priority areas of Access OhCame
Diseas/Active Living Sexual Health, ariBlehavioraHealthidentified during theassessment phaday
community members

The Austin/Travis County Community Health Plan partners, including core agencies, workggoupers
stakeholders, and community residents, continued implementation of the Zidrf@munity Health Plaloy

prioritizing strategies fo2022(Y4), developing specific action stepsssigning lead responsible parties, and
identifying resources for each prioyiereaduringthe Year4 Action Planningessions held iRebruaryof 2022.

These components form the YedAction Plandrther detailed in the following document¥We encourage

partners to continue to engage by joining one our four workgroagidressing ¥ strategies As we know time is
valuable, workgroup meetings are kept to a minimum, however community engagement is essential to assure
fulfillment of the LJt | syfdlegiesand thebuildingof a truly collaborative process astiared effort fo
obtainingcommunity health.

We thank you for your commitment.
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Austin/Travis County 2018 Community Health Plan

Year3 Action Plan

Year 4 Action Plan AtA-Glance

Year4 Objectives Year4 Strategies

Objective 1.1 1.1.1 Explore funding/reimbursement options for @k from insurance providers or

By 2023, increase the local funders, so that community health workers are able to pursue a career in

employment of certified community health work that includes benefits, networks of social support, flexi

Community Health Workers time off and a living wage. Allowing community health workerbé¢ a stable

(CHWSs) and service coordinato presence in the communlty and reF:elve sufﬂuem fundmg to keep them employ
. 1.1.2 Encourage partners/agencies to hire CHW/service coordinators (SCs) for loca

by 10% to help residents . :

iate the health i communitybased outreach and/or education.

navigate the nea C.are SYSteNT™1 1.3 Establish or tajinto an existing professional development and networking

and promote health literacy. opportunities for CHWs and Service Coordinators.

Objective 1.2 1.2.1 Utilize and enhance existing education and communication campaigns to infor

By 2023, increase enrollment in

Travis County residents in key communities of what health care coverage is
available.

and use of eligible health care
coverage and/or assistance
programs by 10% for Travis
County residentsvith household
incomes at or below 200%
Federal Poverty Level (FPL), ag
1864

1.2.8

By 2023, increase enrollment in and use of eligible health care coverage and/
assistance programs by 10% for Travis County residents with household incor
or below 200% Federal Poverty Level (FPL), agé4.18

Objective 1.3
By 2021decrease neshows for
health care appointments at

131

Work with transportation partners to expand and enhance transportation optio
(e.g., number of accessible vehicles in the region, variety of transportation opt
to health care) for members of the community who have difficulty reliably trave
to heathcare appointments.

safety-net health care providers
by 10%.

1.3.2

Advocate to expand care delivery in under resourced areas via options such a
locating, building new facilities, and use of telemedicine.

1.3.6

Promote awareness of existing transportation resources, including Capfafi NJ
Mobility Management program, through a variety of communication avenues.

1.3.8

Connect health navigators with Mobility Management services so they can ref¢
people to the right transportation resources for their needs.
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Priority Area 2: Chronic Disease

Goal 2: Prevent and reduce the occurrence and severity of chronic disease through collaborative
approaches to health that create environments that support, protect, and improve thebseip

of allcommunities.

Year4 Objectives

Year4 Strategies

Objective 2.1
Decrease the % of people who have

2.14

Engage worksites, schools, early childhood education centers, and after
schoolprograms in developing comprehensive policies and programs that
promote healthy nutrition, physical activity, tobacco free campus, and Mo
Friendly worksites.

risk factors leading to chronic diseas
by 10% by 2023.

2.1.2

Engage community leaders to design and conductedia and marketing

campaign that promotes and supports existing organizations and health
resources (e.g., fithess class, nutrition, gardening classes, podcast progra
tobacco cessation resources, mobile health tools education and tracking)

Objective 2.2
Increase the rates of early detection
of chronic disease among adults by
2% by 2023 (diabetes, hypertension
with special focus on
disproportionately affected
populations.

22.2

Partner with existing resources (APH and others) to personalize and
implement communitybased education and screenings. Focus on educati
community members on the importance of routine screenings even witho
symptoms and knowing risk factors. Provide education and screenings at
venues that serve atisk populations in orér to reach communities not
seeking healthcare, such settings may include public housing, homeless
shelters, barbershops, schools, libraries, transitional houses, education ki
in community laundromats.

Objective 2.4
Increase adherence tGhronic

24.1

Promote existing community resources and organizations that provide se
YIEylFr3aSYSyd SRdzOFiGA2y O2yaiARSNAyY3
chronic disease management nursing, mobile scregiimics, community
and social caseworkers).

Disease Care Plans by 10% by 202

244

Refer patients to social service providers and commulbétged supports who
can help them overcome SDOH batrriers that might keep them from adhe
to their care plan.

Objective 2.5

By 2023jncrease by 5% the number
of safe, accessible, equitable, and
culturally competent assets and

253

Utilize community member input to improve existing data of assets and
opportunities available for phgical activity (e.g., urban gardens, community,
gardens, green space, trails, parks, etc.) and increase access and aware
these sites.

opportunities for healthy food and

physical activity.

254

Utilize community member input to create new assets and opportunities fa
healthy food and physical acity.
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Austin/Travis County 2018 Community Health Plan

Year3 Action Plan

Priority Area 3: Sexual Health
Goal 3:

Empower youth to make informed decisions about their sexual and reproductive health that r
in positive health outcomes.

Year4 Objectives Year4 Strategies
Objective 3.1 3.1.4 Promote information sharing between organizations and programs already engaged in
By 2023decrease youth education work.

pregnancy rates by 10% amor
populations most affected by
health disparities in Travis

3.1.7

I RG220 GS FT2NJ W, 2dziK CNASYRt&Q NBO23yAl
youth have access to clinics and providers that offer equitable affordable access to a f
range of FDApproved birth control methods, reduce barriers to youth lseg sameday

By 2023, decrease the rates 0
sexually transmitted infections|
(STIs) by 10% among youth
populations aged 2dnd
younger most affected by
health disparities in Travis
County.

County. appointments, and are trained to provide culturally appropriate contraceptive services.
(See also Strategy 3.2.4).
Objective 3.2 0 PH Pn Tee@RIOS Vi Bt FQ NNEO23ayAGA2Y &Gl Gdza | Y

youth have access to clinics and providers that offer affordable access to STI testing g
treatment and HIV tests and are trained to provide culturally appropriate STI services.

Objective 3.3

By 2023, increase by 10% the
number of schools that providg
evidenceinformed sex
education in Travis County.

33.1

Advocate for policy and/or policy chge at the district, county and state level that could
support inclusive, evidene@formed comprehensive sex education arréate awareness
and develop local community protections against harmful legislation against LGBTQI+
in Travis County schools.

Year4 Objectives

Year4 Strategies

Objective 4.2
By 2023, increase by 10% the
number of system providers

4.2.1 Expand the providers who are trained on Trauma Informed Care,
linking to appropriate resources.

By 2023, increase by 10
proportion of adults aged 18 an
up in Austin Travis County who
receive mental health/substance
use disorder services, with a
focus on geographic equity.

(schools, health care, etc.) who | 4.2.2. Promote resilience in all community settings using trauma-informed

assess for adverse childhood approaches.

experiences (ACEs) and other

trauma informed care screening| 4.2.3 Develop andnaintain Connect ATX as an online resource list tc

tools and refer tcappropriate for providers to facilitate mental and behavioral health referrals

community supports. well as enable people to find and access linguistically approprig
mental health providers.

Objective 4.3 4.3.1 Promote the adoption of a collaborative care model in Austin a

Travis County to provideeatment and to coordinate medical ang
behavioral health providers

[Tentative]

4.3.2 Advocate for enhanced behavioral health benefits covered by
Medical Access Program (MAP).

[Tentative]

4.3.6 Pair mental health/SUD workers witheslfablished mobile health
outreach teams to geographically underserved populations.
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Alzheimer's Association
American Cancer Society
American Heart Association
Austin Area Urban League
Austin Asian Community Health Initiative
Austin Public Health

Austin Transportation Dept.
Austin Voices

Austin Youth River Watch
CapMetro

CARDEA

Children's Optimal Health
CommuUnity Care
CommuUnityCoalition for Health
El Buen Samaritano
Foundation Communities
GALS

HACA

Integral Care

KAZI FM

Project Access Austin
Travis County HHS

Caritas of Austin
Central Health

UT Dell Medical School

Goal 1. Every Travis Countyesident has access to culturally sensitive, affordable, equitable, and
comprehensive health care.

Objective 1.1: By 2023, increase the employment of certified Community Health Workers (CHWS) ang
service coordinators by 10% to help residents navigate trealth care system and promotg
health literacy.

Strategy 1.1.1: Explore funding/reimbursement options for CHWs from insurance providers or local

funders, so that community health workers are able to pursue a career in community

health work that includes benefits, networks of social support, flexible time off and a

living wage. Allowing community health workers to be a stable presence in the

community and receive sufficient funding to keep them employed. (Y1, Y2, Y3, Y4)
Action Steps

Build alocal coalition to create recommendations for funding strategies

Research and education on current legislation as it pertains to CHW funding

Develop a platform for CHW partners to explore projects around CHW programming and collaborat

Design and adopt a community wide CHW assessment tool to understand the local landscape and capture
data.

alo|o|p

Strategy 1.1.2: Encourage partners/agencies to hire CHW/service coordinators (SCs) for local
community-based outreach and/or education (example: consider recommending the
utilization of funds from unfilled positions to hire CHWs or service coordinators). (Y2

Y3 Y9

Action Steps
a. Create common standards for hiring with salary metrics, performance metrics and professional
developmentpathways
b. Identify professions that are similar in scope to CHW and educate partner organizations

Strategy 1.1.3: Establish or tap into an existing professional development and networking
opportunities for CHWO6s andY28evised,iY8,&4) Coor di n
Action Steps
a. Continue to build upon existing networking opportunities and determine strategies to solidify the
opportunities within the community
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b. Create and establish communication strategies to keep the CHWs aware and emngggene
networking opportunities

c. Advocate for and provide training and professional development opportunities in the languages tha
people are receiving services in (e.g., Mandarin Chinese, ASL)

Objective 1.2: By 2023, increase enrollment in and use of eligible health care coverage and/or assista
programs by 10% for Travis County residents with household incomes at or below 2009
Federal Poverty Level (FPL), agesoi8

Strategy 1.2.1: Utilize and enhance existing education and communication campaigns to inform Travis
County residents in key communities of what health care coverage is available. (Y1, Y2-
revised, Y3, Y4)

Action Steps

List of programs with ACA counselors and MAP application partners.

Educate community partner staff to support education and enrollment campaigns.

Focus on commuity-based in-person enrollment events throughout Travis County.

o0 |T|D

Explore the funding reimbursement for CBOs and community navigators supporting ACA and MAP
applications.

Strategyl1.2.8: By 2023, increase enrollment in and use of eligible health care coverage and/or
assistance programs by 10% for Travis County residents with household incomes at or
below 200% Federal Poverty Level (FPL), ages 18-64.

Action Steps

[To follow action steps developed in 1.2.1]

Objective 1.3 By 2021, decrease nshows for health care appointments at safetyet health care
providers by 10%. (See also Objective 2.3).

Strategy 1.3.1: Work with transportation partners to expand and enhance affordable transportation
options (e.g., number of accessible vehicles in the region, variety of transportation
options to health care) for members of the community who have difficulty reliably
traveling to healthcare appointments. (Y1, Y2, Y3, Y4)

Action Steps

a. Continue to convene partners to share information about what each is doing in this area, to share
successes and challenges, and to work together to explore options, opportunities and funding throy
Healthcare Transportation Working Group.

b. Continue b participate in the Regional Transportation Coordination Committee (RTCC) Planning efi
help coordinate transportation options throughout the metro region, especially in rural areas (MPO
funding the consultant for this planning).

c. Continue to expand Capital Metro Pickup services and continue evaluating Pickup services to see
AaSNIAOSAa NP FAECEAY3I 3IAFLA AYAARS FyR 2dziaARS

d. Learn more about MetroBike expansion work
Also/CrossReference with Chronic Disease Action Plan.

Strategy 1.3.2: Advocate to expand care delivery in under resourced areas via options such as co-
locating, building new facilities, and use of telemedicine. (Y1, Y2, Y3, Y4)

Action Steps

a. Continue mobile delivery of health care services serving Eastern Travis County and special popula
(e.g. persons experiencing homelessness)

b. Disseminate and educate community partners on barriers to telemedicine and digital devices used

c. Tradk and identify barriers to telemedicine participatiatevebp possible soliions to addressing
barriers.

d. Continue to coordinate with Capital Metro and other transit providers in planning for expanded and
new facilities (Del Valle, Hornsby Bend).
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e.

Gather lessons learned related to digital access andtggspecially as related to telehealth/telemed
access; and experiences of providers related to reimbursement models during the-C®DpaDdemic.
Use the learning to develop action steps for moving forward.

Strategy 1.3.6: Promote awarenessofe xi sting transportation resource

Mobility Management program*, through a variety of communication avenues. (Y1,Y2,
Y3, Y4) (*refers to expanded description of the Mobility Management Program included
in the full CHIP report)

Adion Steps

a. ldentify how best to educate community partners (e.g. Ride Guide) on transportation options are
available for their needs. Promote existing travel training program, including virtual and individual tr
options.

b. Raise communitgwareness of free transportation options for health services

c. Update Senior Ride Guide; print and distribute. Digitize guide and publish as a website so informat
be updated on an ongoing basis. Update information on related sites (GetThereATX).

d. Canect providers and nonprofits to the Transit Empowerment Fund and MetroAccess Van Grant
program.

e. Translate transportation resources (websites, flyers, guides, etc.) in multiple languages.

Strategy 1.3.8: Connect health navigators with Mobility Management services so they can refer people

to the right transportation resources for their needs. (Y1,Y2,Y3, Y4)

Action Steps

a. Invite CHWSs to RTCC, Transportation workgroup and other forums for collaboration.

b. / 2yySOG /12 Q& dityARbabkshdors with QapitdlMetro Travel Trainers.

c. 9ELX 2NB FyR SaidlofAaK G¢NI St ¢NIAYSNI ! YOI a3

d. Distribute language access card templates that were developed by Capital Metro Travel Training P
to organizationand CHWSs.

e. Learn more about digital nhavigation and how to support patients needing transportation services for

healthcare needs.
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With a focus on Primary and Secondary Prevention and theEBwiltonment

American Heart Association It's Time Texas

Ascension Seton Mayor's Commission for People with
Austin Public Health Disabilities

Austin Transportation Dept. PARD

CCCN Prairie View A&M

City of Austin Project Access Austin

Foundation Communities Travis County HHS

GAVA UT Dell Medical School

Goal 2: Prevent andreduce the occurrence and severity of chronic disease through collaborative

approaches to health that create environments that support, protect, and improve the well

being of all communities.

Objective 2.1:

Decrease the % of people who have rifsictors leading to chronic disease by 10% by 202
[Primary Prevention]

Strategy 2.1.4:

Engage worksites, schools, early childhood education centers, and after school
programs in developing comprehensive policies and programs that promote healthy
nutrition, physical activity, tobacco free campus, and Mother Friendly worksites. [Year
1 focus on worksites; Year 2 inclusion of schools (Consider all Travis County ISDs) and
early childhood education centers] (Yl-revised, Y2-revised, Y3, Y4)

Action Steps

a. Support AISD & PARD in providing walkable maps or route to fieldtrips. Utilize Nature Rocks virtual
platform and the CCCN Austimap.

b. Create a template of existing resources: where resources have been applied, and where there are

c. Gather contacts from schotlased organizations, districts, SHACs, afterschool programming, Austin
voices and admins.

d. Engage schodiased organizations, districts, SHACs, afterschool programming, Austin voices and 4
by asking about their needs.

Objective 2.2:

Increase the rates of early detection of chronic disease among adults by 2% by 2023
(diabetes, hypertension) with special focus on disproportionately affected populations.
[Secondary Prevention]

Strategy 2.22:

Partner with existing resotces (APH and others) to personalize and implement
community-based education and screenings. Focus on educating community members
the importance of routine screenings even without symptoms and knowing risk factors.
Provide education and screenings atmges that serve atisk populations in order to reach
communities not seeking healthcare, such settings may include public housing, homele
shelters, barbershops, schools, libraries, transitional houses, education kiosks in
community laundromats.

Action Steps

a. ldentify locations & partners for screenings

b. Provide health literacy that meets CLAS standards.

c. Identifying effective channels to refer people to primary care so that they can follow up after screenings
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Objective 24 By 2023jncrease by 5% the number of safe, accessible, equitable, and culturally

competent assets and opportunities for healthy food and physical activity. [Built
Environment]

Strategy 24.1: Promote existing community resources and organizations that provide-sedfinagement

SRdzOF A2y O2yaARSNAY3I Ydzt GALIX S € 20F (A 2y
management nursing, mobile screening clinics, community and social caseworkers).

Action Steps

a. Develop a telehealth subgroup to review COH data. Recruit from Access to Care & CDPALC.

b. Survey patients to understand barriers

c. Address anxiety and barriers to use telehealth. Provide education on how to use telehealth

d. Compile list of whapartners are providing resources, including telehealth options. When identifying
existing resources, paying special attention to who is offering language access in languages beyon
Spanish

e. Provide education and resources for telehealth

Provide dissemination of existing resources

Strategy 24.4: Refer patients to social service providers and commuHigsed supports who can help

them overcome SDOH barriers that might keep them from adhering to their care plan.

Action Steps

Identify resources to refer patients to social service providers and commbagigd supports already
existing in the community.

Identify SPOCs within organizations who manage entries in those sites

o

Create a cheat sheet on how the resources are bedt (&sg.considering timeliness, etc)

Identify ways to share with individuals providing the referrals
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Objective 2.5: By 2023, increase by 5% the number of safe, accessible, equitable, and culturally
competent assets and opportunities for healthy food drmphysical activity. [Built
Environment]

Strategy 2.5.3: Utilize community member input and existing databases to improve existing data of
assets and opportunities available for physical activity (e.g., urban gardens, community
gardens, green space, trails, parks, etc.) and increase access and awareness of these
sites. (Y1-revised, Y2, Y3, Y4)

Action Steps

a. ldentify organizations, reports or projects engaging with the community

Engage organizations completing community outreachlandl assessments.

Develop media campaign based on community feedback.

alo|o|p

Engage ATX Walk Bike Roll outreach contacts, including the ambassadors. Ask about barriers to p
activity (e.g. heat, lack of shade, lighting,.gtc

Strategy 2.54: Utilize community member input to create new assets and opportunities for healthy foo(
and physical activity.

Action Steps

a. Review feedback from Strategy 2.5.3.

b. Develop Action Steps based on community input.
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ASHWell LifeWorks

Austin Public Health PlannedParenthood
CommUnity Care Texas Campaign
FastTrack Cities UT at Austin
Foundation Communities Vivent Health

HIV Planning Council

Goal 3: Empower youth to make informed decisions about their sexual and reproductive health
that result in positive health outcomes.

Objective 3.1: By 2023, decrease youth pregnancy rates by 10% among populations most affected by
health disparities in Travis County.

Strategy 3.1.4: Promote information sharing between organizations and programs already engaged in
sex education work. (See also Strategy 3.3.2). (Y1,Y2-revised,Y3, Y4)
Action Steps
Monitor legislature impacting sex education.
Brainstorm strategies for information sharing on existing sex education work, to include partner
identification and topic selection (e.golling, gap analysis, etc)
c. Provide presentations for workgroup members touching on different updates/topics to encourage
information sharing.
d. Standing meeting between regsentativesrom partners involvegdsharing pdates from orgnizations.
e. Pursue the use ofartual platformfor partners to keep informed on current activities
f. Engage ipostCovid outreach/resource fair events

o

c

Strategy 3.1.7:.Advocate for 6Teen Friendlyo6 or 6Yo utiniicsdndi €
providers ensuring that youth have access to clinics and providers that offer equitable
affordable access to a full range of FDA-approved birth control methods and are trained
to provide culturally appropriate contraceptive services. (See also Strategy 3.2.4).
(Y2,Y3, Y4)

Action Steps
a. ldentify potential partnerships with clinics already participating in this work Regplé@ Community
dinic, Northwest Austin Universal Health Clinic (NAUN®GEnt Health)
Work to expand awareness apdrticipation of clinics providing these services.
Promotion of resources for youth including information about Title X provider expansion.
Presentation on results of prassessment on Youth Friendly Assessment
Promoting education/awareness of the regiation status training

olalo|o

Objective 3.2: By 2023, decrease the rates of sexually transmitted infections (STIs) by 10% among yo
populations aged 24 and younger most affected by health disparities in Travis County.

Strategy 3.2.4: Advocatefor6 Teen Fri endl y6é recognition status a
that youth have access to clinics and providers that offer affordable access to STI
testing and treatment and HIV tests and are trained to provide culturally appropriate STI
services. (See also Strategy 3.1.7) (Y2,Y3, Y4)

Action Steps

a. ldentify partners to provide ar&ining of culturally appropriate STI services
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Disseminate information on Texas Campaign's Texas Youth Friendly Initiative and their certification
process tdnterested clinical partners; engage clinical partners.

Identify clinic partners/contacts that might complete TYFI certification process

Review what support the Sexual Health Workgroup can provide in facilitating the certification proce
Austin/Travis County arga.g.Administrative SupportApplication Support@ntacts etc.)

Objective 33: By 2023, increase by 10% the number of schools that provide evidénimemed sex

education in Travis County

Strategy 33.1: Advocate for policy and/or policy change at the district, county and state level that

could support inclusive, evidence-informed comprehensive sex education and create
awareness and develop local community protections against harmful legislation
against LGBTQI+ youth in Travis County schools (Y1, Y3, Y4-Revised)

Action Steps

Coordinatea presentation with Texas Campaign to present on legislative update on Sexual Health a
education to build awareness of recent sex policy changes.

Contactand connect wittschootbased organizationfer advocacy workSHACsfter-school based orgs,
ISDs, School Nurses, School counselors, PSS, etc.

Engage with clinicians and schdwalsed organizations and distric@H{ACsfter-school based orgs, 1SDs
Satool Nurses, School counselors, PSS) etc.

Develop next steps based on interactive discussion to address local policy gaps and needs.

Engage religious leaders in discussion about policies affecting LGBTQ+ youth
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Austin/Travis County 2018 Community Health Plan Year3 Action Plan

Priority Area 4: Stress, MentaHealth, and Wellbeing

Participating Behavioral Health Partner Organizations

Austin Asian Community Health Initiative FoundationCommunities
Austin Public Health Integral Care

City of Austin LifeWorks

CommuUnity Care Travis County HHS
Contigo Wellness UT Dell Medical School
DVISD

Year4 Action Plan
Goal 4: Advance mental wellness, recovergnd resilience through equitable access to responsive,
holistic, and integrated community and healthcare systems.

Strategy 4.2.1: Expand the providers who are trained on Trauma Informed Care, linking to appropriate
resources. (Y1,Y2,Y3, Y4)

Action Steps
a. ldentifyand educate the community abolrauma Informed Care trainiaghat are available.
b. Encourage organizations to make it a priority to allow their staff the time to participate in the training
implement processes.
b. Provide Road map for becoming TIC, identify the components of TIC and provide general awarenes
especially for smaller organizations.
c. Investigate creating quarterly learning community.

Strategy 4.22: Promote resilience in all community settings using trauma-informed approaches.
Action Steps
a. ldentify what types of training community settings might want/need to accomplish this strategy.

b. Share training lessons learned with community agencies.

Strategy 4.23: Develop and maintain Connect ATX as an online resource list tool for providers to
facilitate mental and behavioral health referrals as well as enable people to find and
access linguistically appropriate mental health providers.

Action Steps

a. Coordinate meeting with ConnectATX, angzationsvho are expanding services and building resource

lists.

b. Sharing list of linguistic appropriate mental health providers that have begad/byycommunitybased

organizations.

Strategy 4.31: Promote the adoption of a collaborative care model in Austin and Travis County to prov
treatment and to coordinate medical and behavioral health providers
Action Steps
a. ldentify available programming lgeographic coverage area.

Pagel6of 27



Austin/Travis County 2018 Community Health Plan Year3 Action Plan

b. Identify and promote organizations that can provide crisis support while patients wait to accegsiang
services.

c. lIdentify and promote organizations with available waitlists and/or capacity foreng counseling (e.g.
Capital Area Counseling, YWCA, Gramercy, etc.)

d. Create a space for greater collaboration among organizations to enroll more individuals for benefits
provide services which are not being provided by integrated teams (e.g. regarding SUD services).
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Appendices
Appendix 1. Summit andAction PlanningParticipants (by Organization)

UnigueOrganizatios (n = 50) Summit Access Chronic Behavi Sexual

to Care Disease oral Health
[Active Health
Living
African American Youth Harvest Foundation
AfricanAmerican Men's Health Clinic
Alzheimer's Association
American Cancer Society
American Heart Association X
Ascension Seton X
ASHWell
Austin Area Urban League X
Austin Asian Community Health Initiative
Austin Parks and Recreation Dept.
Austin Public Health
Austin Public Library
Austin Resource Recovery
Austin Transportation Dept.
Austin Voices
Austin Youth River Watch
BJ Events
CapMetro
CARDEA
Caritas of Austin
Central Health X
Children's OptimaHealth
City of Austin X X
Community Advancement Network (CAN)
CommUnity Care
Community Coalition for Health (C2H)
Community Medical Services
Contigo Wellness X
Del Valle ISD
El Buen Samaritano
Foundation Communities
GALS
GAVA X
HACA X
Integral Care X X X
It's Time Texas X
KAZI FM X
LifeWorks X X X
Mayor's Commission for People with Disabilitie X
NAMI Central TX X
Planned Panethood X X

X X | X

X X | X

x
>

XXX X | X[ X

XXX

XXX

XXX X[ X

X X | X| X
x| X

X X | X
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UniqueOrganizatios (n = 50) Summit Access Chronic Behavi Sexual
to Care Disease oral Health
/Active Health
Living
Prairie View A&M X X
Project Access Austin X X X
St. David's Foundation X
Texas A&M X
Texas Campaign X
Travis County HHS X X X X
UT at Austin X
UT Dell Medical School X X X X
Vivent Health X
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Appendix2: Changes to Strategies from Ye&rto Year4

Note:
9 Strategies imlue cellsare new to Yead Action Plan
i Strategies irstrikethroughtext were included in the ¥Action Plan but are not included in thd Xction
Plan.
9 Tracked changessoshow revisions to wording for Objectives or Strategies.

Year4 Objectives Year4 Strategies

Objective 1.1 1.1.1 Explore funding/reimbursement options for @k from insurance providers or
By 2023, increase the local funders, so that community health workers are able to pursue a career in
employment of certified community health work that includes benefits, networks of social support, flexi

time off and a living wage. Allowing community health workerbé¢ a stable
presence in the community and receive sufficient funding to keep them employ
1.1.2 Encourage partners/agencies to hire CHW/service coordinators (SCs) for loca
communitybased outreach and/or education.
Establish or tajinto an existing professional development and networking
opportunities for CHWs and Service Coordinators.

114 Establish-eriteria-to-mncorporate- CHW/SC-into-the-care-team-{e-g—trainemploy

Community Health Workers
(CHWSs) and service coordinato
by 10% to help residents
navigate the health care systent7
and promote health literacy.

. . . )
Objective 1.2 1.2.1 Utilize and enhance existing educatiand communication campaigns to inform
By2023, increase enrollment in Travis County residents in key communities of what health care coverage is
and use of eligible health care available.

coverage and/or assistance
programs by 10% for Travis
County residents with househol
incomes at or below 200%
Federal Poverty Level (FPL), ag
1864

1.2.8 By 2023, increase enrollment in and use of eligible health care coverage and/(
assistance@rograms by 10% for Travis County residents with household incom
or below 200% Federal Poverty Level (FPL), agé4.18

Objective 1.3 1.3.1 Work with transportation partners to expand and enhance transportation optio
By 2021, decrease r&hows for (e.g., number of accessible vehicles in the region, variety of transportation opt
health care appointments at to health care) for members of the community who have difficulty reliably trave
safetynet health care providers to heathcare appointments. -

by 10%. 1.3.2 Advocate to expand care delivery in under resourced areas via options such a

locating, building new facilities, and use of telemedicine.

purchase-ofwheelchair-accessiblevehicles.
136 t NPY23GS 6 NBySaa 2F SEA&GAY3T (NI y3

Mobility Management program, through a variety of communication avenues.
1.3.8 Connect healtmavigators with Mobility Management services so they can refer
people to the right transportation resources for their needs.
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Year3 Action Plan

Priority Area 2: Chronic Disease

Goal 2: Prevent and reduce the occurrence and severity of chronic disease through collaborative
approaches to health that create environments that support, protect, and improve the we

being of alcommunities.

Year 3 Objectives

Year 3 Strategies

Objective 2.1

Decrease the % of people who ha
risk factors leading to chronic
disease by 10% by 2023.

linauict ey

2.1.2

Engage community leaders to design and conduct a media and marketf
campaign that promotes and supports existing organizations and healtl
resources (e.g., fithess class, nutrition, gardening classes, podcast

programs, tobacco cessation resources, mobdalth tools education and

tracking) {See-alse-Strategy-2.4.3)

214

Engage worksites, schools, early childhood education centers, and aft
school programs in developing comprehensive policies and programs {
promote healthy nutrition physical activity, tobacco free campus, and

Objective 2.2
Increase the rates of early detectio
of chronic disease among adults b
2% by 2023 (diabetes,
hypertension) with special focus of]
disproportionately affected
populations.

2.2.2

Partner with existing resources (APH and others) to personalize and

implement communitybased education and screenings. Focus on
educating community members on the importance of routine screening
even without symptoms and knowing ki¢actors. Provide education and
screenings at venues that serverak populations in order to reach
communities not seeking healthcare, such settings may include public
housing, homeless shelters, barbershops, schools, libraries, transitiong
houses, edcation kiosks in community laundromats.

2.2.3

Objective 2.4
Increase adherence to Chronic

DiseaseCare Plans by 10% by 202
[Secondary Prevention]

24.1

Promote existing community resources and organizations that provide

YIyEFE3ISYSyiG SRdzOFiGA2y O2y&aARSNAY]
offices, chronic disease management nursimopile screening clinics,
community and social caseworkers).

24.4

Refer patients to social service providers and commulpéged supports

who can help them overcome SDOH barriers that might keep them fror
adhering to their care plan.

Objective 2.5
By 2023, increase by 5% the numl
of safe, accessible, equitable, and
culturally competent assets and

253

Utilize community member input to improve existing data of assets and
opportunities available for physical activity (e.g., urban gardens,
community gardens, green space, trails, parks, etc.) and increase acce
and awareness of these sites.

opportunities for healthy food and

254

Utilize community member input to create new assets and opportunitie

physical activity.

for healthy food and physical activity.
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Priority Area 3: Sexual Health
Goal 3: Empower youth to make informed decisions about their sexual and reproductive health that resu
positive health outcomes.

Year4 Objectives Yeard Strategles
Objective 3.1 2

By 2023decrease youth
pregnancy rates by 10% among
populations most affected by
health disparities in Travis
County.

3.1.4 Promote information sharing between organizations and programs already engaged in se
education work.

317 ! RG20FGS FT2NJ W, 2dziK CNASYRf&Q NBO23yAlGAZ
youth have access to clinics and providers that offer equitable affordable access to a full 1
of FDAapproved birth control methodseduce barriers to youth seeking samday
appointments, and are trained to provide culturally appropriate contraceptive ser\ies.
also Strategy 3.2 4)

Objective 3.2
By 2023, decrease the rates of By eyes jectiv 3
sexually transmitted infections | 0 ®H ®n Tleéh(ZSBJOS ya Bt é’Q NNEOZ EI YAGA 2 y A0 Gdza Y2

(STIs) by 10&mong youth have access to clinics and providers that offer affordable access to STI testing and treatm

populations aged 24 and and HIV tests and are tralned to prowde culturally approprlate STI services.
younger most affected by healtl S50
disparities in Travis County.

Objective 3.3 3.3.1 Advocate for policyrd/or policy change at the district, county and state level that could
By 2023, increase by 10% the support inclusive, evideneformed comprehensive sex education améate awareness and
number of schools that provide develop local community protections against harmful legislation against LGBTQI+ youth

evidenceinformed sex repredaewwwal%mampula{w&demenst%em Travis County schools

education in Travis County.
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Year4 Objectives Year4 Strategles
nitiative-to-decrease-binge drinking-and-substance-use-disor
By 2023 decrease-by-10% the . . . . . .
metdence-ol-exeossive-drking pre-laentinec-ats ElEIE.EF“ ations th ;Iudageaue_ proprate
and-othersubstanceuse SSSaging o Htimedia SARPagH, StHreach-in-community
: . nty based-settingsvith- Community-Health-worker{see-also
EI'SE. GerSamoRg—a Objectives 11 and 2. 1) and Substance Use Disorder (SUD)
specialists).
Objective 4.2 4.2.1 Expand the providers who are trained on Trauma Informed Care,

By 2023, increase by 10% the
number of system providers

(schools, health care, etc.) whg
assess for adverse childhood

linking to appropriate resources.Frain-providers-on-best-use of
trauma-screening-toolsratrauma-informed-carelinking-to
aproptate reforeals,

experiencegACES) and other
trauma informed care screenin
tools and refer to appropriate

4.2.2. Promote resilience in all community settings using trauma-

informed approaches.

community supports.

4.2.3 Develop and maintain Connect ATX as an online resource li
tool for providers tofacilitate mental and behavioral health
referrals as well as enable people to find and access linquist

appropriate mental health providers.

Objective 4.3
By 2023, increase by 10% the
proportion of adults aged 18

4.3.1 Promote the adoption of a collaborative care model in Austin
and Travis County to provide treatment and to coordinate

medical and behavioral health providers

and up in Austin Travis County
who receive mental
health/substance use disorder

[Tentative]

4.3.2 Advocate for enhanced behavioral health benefits covered
the Medical Access Program (MAP).

services, with a focus on
geographic equity.

[Tentative]

4.3.6 Pair mental health/SUD workers with all established mobile
health outreach teams to geographicaligderserved
populations.

4. 3.7 Develop-additionalteams-of-mobile-mental-health/SUD
outreach-workerswho-engage-with-the-community at
community-evenis-and-maintain-a-visual presence in
underserved-areas.
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Appendix 3: Y3 Implementation Progress byPriority Area
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